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60. Purgatives in Puerperal Fever. — Prof. Breslau, of Zurich, states 
(Archiv. der HeilJc.) that,, during three and a half years, he has seen 137 cases 
of puerperal fever among 485 lying-in women; of these, 30 died Of the 137 
cases, 81 were mild and 56 severe. He gives, after relating the histories of 
several cases, the following conclusions: 1. It is not prudent to wait more 
than twenty-four hours after the commencement of puerperal fever before 
administering a purgative—even when it is not certain whether the disease is 
puerperal or milk fever. The administration of the purgative, he says, can 
never do harm; while its omission may produce most grave results. 2. The 
purgative ought to be energetic ; and the practitioner ought not to fear to 
repeat it twice, thrice, or oftener, according to circumstances. Dr. Breslau pre¬ 
fers infusion of senna with potassio-tartrate of soda. Sulphate of magnesia or 
of soda may also be used; or castor-oil, jalap, or calomel. Dr. Breslau usually 
does not repeat the same purgative, but varies the substances used. Not un- 
frequently the diarrhoea continues; the disease then takes a favourable turn. 
3. Inflammation of the peritoneum, ovarian ducts, or Fallopian tubes ought not 
to deter us from the use of purgatives; they are to be regarded as the most 
powerful antiphlogistic remedy. Besides purgatives, other means may be em¬ 
ployed according to circumstances; such as leeches, mercurial frictions, ice, 
cataplasms, etc.; but, when there is not intense peritonitis, these are useless. 
Purgatives alone can arrest commencing peritonitis. The author supports his 
views by the recital of twenty-seven cases.— Gazette Mid. de Paris, Oct. 22,1864. 

61. Prevention of Hemorrhage and After-Pains, occasionally following De¬ 
livery of the Placenta. —Mr. G. K. H. Paterson states ( Edinburgh Med. Journ., 
June, 1864) “ that several years ago, when actively engaged in lying-in practice, 
not a few multiparous women, ere they were delivered of the placenta, told me 
that as soon as delivered of it, they would have severe after-pains. And it was 
true as they said; either sharp or violent uterine pains came speedily on, not¬ 
withstanding that the bandage was as usual passed round and well tightened; 
for this an anodyne was either given at once, or the patients were not interfered 
with for a day or two, then a purgative was ordered to open the bowels, when 
the pains either went off or gradually subsided. But, years ago, happening to 
observe that several of the multiparous women I was called to deliver, had, 
after the birth of the child and expulsion of the placenta, unusually large or 
pendulous bellies, with more or less of after-pains, before fastening the bandage, 
I compressed the abdomen firmly with my open hands—one on each side of the 
linea alba—several times up and down and laterally, expelling at the same time 
a good deal of fluid blood and coagula, with decided relief of the pains, diminu¬ 
tion of the size of the abdomen, and speedy contraction of the uterus; and a 
bandage being applied immediately afterwards, little farther attendance was 
required on my part, as the treatment seemed to hasten recovery considerably. 

“ In the lingering labours, too, of multiparous delicate women, and especially 
when there is found a flaccid state of the uterus, with more or less of hemorrhage 
and after-pains, succeeding expulsion of the placenta, bi-manual compression has 
a striking and speedy effect, first, in expelling coagula; second, in constringing 
the veins of the uterus; and, third, in inducing proper contraction of it. 

“ This practice, from its good effects, I have for years past continued; and, 
but for it, I have not the slightest doubt whatever that hemorrhage and after- 
pains, or hour-glass contraction, attended by great exhaustion, if not loss of 
life, would have often occurred in the cases under my care ere other means bad 
time to take effect. Indeed, now, in dll my cases of labour, after complete deli¬ 
very, I immediately compress the abdomen more or less as a reliable preventive 
of uterine irregularity, flooding and pain, previous to tightening the bandage, 
and have never to my recollection since 1 practised this method been called 
back on account of post-partum hemorrhage and violent pains, or hour-glass 
contraction. 

“ The readiness and freedom with which this preventive method of compress¬ 
ing the uterus through the parietes of the abdomen, when it is tumid or flaccid 
or torpid after labour, and its success in emptying the organ of irritating coagula 
and allaying agonizing pains, or in subduing these if present some time after- 
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wards, as well as in checking hemorrhage, must commend the more general 
practice of it in preference to trusting chiefly to manipulation of the internal 
uterine surface; while no one can forget to take into account the greater risk 
by the latter method of increasing the hemorrhage, before it can be satisfactorily 
carried out, or other remedial means can be put in operation to cause the uterus 
to contract sufficiently. And in this readiness of application lies the true value 
-of external compression when early made, as a preventive and effective power 
in post-partum hemorrhage, and of irregular contraction of the uterus after 
placental delivery in multiparous women. 11 

62. Retro-Uterine ffamatocele. —Mr. W. F. "Wade, Senior Physician to the 
Queen’s Hospital, Birmingham, calls attention ( Lancet , Sept. 10, 1864) to a 
hitherto unrecognized method in which nature effects a cure in these cases. 
“It must be premised,” he says, “that by retro-uterine haematocele I mean an 
effusion of blood into the cavity of the peritoneum, to the lowest point of which 
it falls by gravitation. This point is, in the vast majority of cases, the pouch 
formed between the rectum and uterus, known as ‘ Douglas’s space.’ It is not 
doubtful that blood may be, in some cases, effused into the sub-peritoneal cellular 
tissue. It is, however, very doubtful whether in that case it gives rise to those 
symptoms of peritonitis which form so prominent a clinical feature of the intra- 
peritoneal variety. A case published by Dr. Lever, and my own experience 
of the consequences of aneurism rupturing behind the peritoneum, led me to 
believe that an accident of this kind does not lead to peritonitis. A careful 
study of published cases of retro-uterine haematocele affords most convincing 
evidence that no case has yet occurred in which symptoms of peritonitis during 
life had been found after death to depend upon hemorrhage purely extra-perito¬ 
neal. That is to say, no published dissection of retro-uterine hmmatocele proves 
the existence of an extra-peritoneal variety. The spontaneous cure of this dis¬ 
ease has hitherto been supposed to be confined to four methods, or to combina¬ 
tions of these methods— 

a. Absorption of the blood. 

b. Its escape by rupture of the rectum. 

c. “ “ “ bladder. 

d. “ “ “ vagina. 

“Without disputing the possibility of the sac 1 emptying itself into the vagina 
by perforation, it is a singular fact that in no instance (within my knowledge) 
has the opening been seen, though the speculum has been frequently employed 
in such cases. Further, the assumption which has seemed to render this theory 
independent of actual observation is an untenable one. The argument by which 
this theory is sustained is evidently (though not categorically stated) as follows: 
Escape of altered blood per anum indicates necessarily perforation of the rec¬ 
tum, since there is no natural channel by which the cyst contents could enter 
the rectum. So escape of altered blood per vulvas indicates necessarily per¬ 
foration of the vagina, since there is no natural channel by which the cyst con¬ 
tents could enter the vagina. The fallacy lies in the assumption that there is 
no natural channel by which the cyst contents can enter the vagina, and so 
escape per vulvas. 

“ I have come to the conclusion that the contents of the cyst may get into 
the vagina by an already existing route—viz., through the Fallopian tubes and 
uterus; and observation has led me also to conclude that this is the method 
which nature employs in a large numbet 1 of cases either independent of, or in 
conjunction with, some of the other methods above enumerated. In the first 
place, ovarian tumours are known to have emptied themselves through the 
uterus. When labour-like'pains precede for some time, and at last culminate in, 
a sudden gush of fluid per vaginam, followed by a subsidence of the extrusive 
pains, we may justly infer that the fluid has found its way into the uterus, and 

1 By “ the sac” is meant that portion of the peritoneum in the cavity of which 
the blood is retained, and which is separated by inflammatory adhesions from the 
general peritoneal cavity. 



